the only thing left for her was to have some radiotherapy. Some cases which had had recurrences over several years had been improved and sometimes apparently permanently healed after radiotherapy.
E. Musgrave Woodman congratula4ted the exhibitor on the apparatus he had supplied for his patient which seemed to work extremely well. Was it not possible to deal surgically with the small recurrent area? If the further portion of that substance could be taken away surgically, even if a certain amount of deformity resulted, it was better than depending on radiotherapy. In that area radiotherapy produced a transient improvement rather than a radical cure. On examiniation.-First seen in April 1937 complaining of six months' hoarseness. Slight inspiratory stridor. On laryngoscopy, had smooth swelling in the subglottic region which appeared to surround the whole lumen, but was most marked on the posterior aspect. Direct laryngoscopy, and high tracheoscopy showed a hard smooth swelling about I in. from back to front and 1 to 1 I in.
deep on the posterior wall of the trachea. A piece was removed for examination. There was no bleeding.
Pathological report.-Tumour is a chondroma which is ossifying in parts, and also shows areas of calcification. Some of the fragments show much fibrino-purulent material on the surface. The tumour does not appear to be malignant. Operation (26.4.37) .-Anwsthetic-Gas and oxygen through tracheotomy tube. Laryngofissure and opening of the upper part of the trachea. The tumour, lying in the posterior wall of the larynx below the vocal cords was defined. It was found to have an irregular surface; to be moderately soft with cartilaginous areas in parts. This mass was removed by curetting with a sharp "Volkmann's spoon", leaving the post-laryngeal wall fairly clean. Throughout the operation care was taken to prevent any blood from going down the trachea. The wound was packed with flavine gauze which was brought out above a large tracheotomy tube. The larynx closed by Michel clips. Recovery was uneventful.
When seen again in June 1946 was found to have hard nodular swellings on both sides of the scar. in the neck. The left cord was fixed; the right showed limited abduction. He has an adequate airway if he is careful.
H. V. Forster said that many years ago a doctor friend came to see him for loss of voice. There was immobility of one cord. The patient came to London later and was operated on by the late Sir James Berry. Its cause proved to be a chondroma. The growth had not been approached by laryngofissure which he thought was a route favoured by laryngologists. Persistent Epiphora following Acute Dacryocystitis.-BIUAN REEVES.
This case had had a dacryocystorhinostomy and was shown to demonstrate an alternative approach to the lacrimal sac and duct. The patient's epiphora had subsided completely and the scar of the operation was almost invisible. The lacrimal duct was exposed as in Norman Patterson's extemal sinus operation. The somewhat extensive exposure was justified by the ease and accuracy with which the anastomosis could be made into the atrium of the nose. After the operation was completed a loop of nylon was threaded through the punctum into the nose, the two ends were tied and left in situ for seven days.
Slides were shown to demonstrate the steps of the operation. L. Graham Brown said that a number of these cases could be done intranasally, especially with a wide nose. If one could see the sac made obvious by a stylet passed down the sac from above, one could take out a snippet with a suitable instrument and by irrigation of the lacrimal sac maintain patency into the nose. He congratulated the President and Mr. Reeves on an excellent result, but he thought it was an elaborate technical operation which in many cases was not necessary. The President said that he had tried in several cases what Mr. Graham Brown had just suggested' but the results were not satisfactory. Ophthalmic surgeons, he thought, were now favouring an external route of approach.
Brian Reeves also said that he had tried the intranasal operation but found it too difficult. H. V. Forster said that Thomas Guthrie had described a method of delivering large pieces of nasopharyngeal fibroma through the nose by doing a resection of the pyriform aperture and some years ago a Scandinavian rhinologist had suggested approaching the lacrimal sac by this route and proceeding by submucous resection of the intervening parts.
He was grateful for the suggestion to pass a nylon strip to keep the lacrimal channel patent.
